and young people (Smith et al., 2007) .
23
The inclusion of a 'negative mood and cognitions' cluster in the DSM-5 is an important An adaptation of the PTCI for children and young people, known as the Children's Post-PTSD in children and young people. The CPTCI is a promising tool to measure these 22 23 processes and, as such, the measure's psychometric properties must be examined in greater 24 25 detail. This study had three aims. The first aim was to determine an appropriate cut-off for the 26 27 CPTCI by establishing the measure's sensitivity to detect PTSD status. It is important to 28 29 30 acknowledge that the terms specificity and sensitivity have strong connotations; we would 31 32 like to make it clear that it is not our intention produce a cut-off measure to screen PTSD, but that was not a part of the initial validation study (Meiser-Stedman et al., 2009b assent was also sought from young people.
25
At all sites the upper age limit was 17 years. In London and East Anglia the lower age 26 27 limit was 8 years whereas in Adelaide it was 7 years'. Recruitment rates (i.e., the proportion 2007; Meiser- Stedman et al., 2008; Nixon et al., 2010b; Nixon et al., 2012; Smith et al., 40 41 2007). In East Anglia, the exclusion criteria for trauma-exposed and clinical cases were as In London, interviews were carried out in the family home or a clinic and families for trauma-exposed cases and trial referred cases completed their measures in the university 6 7 clinic. In East Anglia, phone interviews were carried out for trauma-exposed cases and clinic-8 9 10 referred cases were either assessed at home, a local GP surgery or at the clinic.
12
PTSD was measured according to the DSM-IV criteria (DSM-IV, 1994) using 13 14 structured clinical interviews at all sites. All interview schedules had excellent psychometric 15 16 properties, and they all contained appropriate developmental adaptations for children and respectively. In London, for trauma-exposed cases, the PTSD module of the Anxiety distributions of CPTCI and PTSD scores were skewed, but as results were replicated using 44 45 transformed and raw scores, the results are reported using the raw data. The CPTCI's sensitivity and specificity to detect PTSD status was examined. Sensitivity as not having the condition. The CPTCI's screening properties were then evaluated further Items for the CPTCI-S (see Table 1 ) were chosen after consideration of their factor Cudeck, 1992). In a sample of this size, factor loadings of >.30 are needed for that item to be 40 41 considered to be of practical significance to the overall construct (Hair, Black, Babin, and 84.3%, and specificity rates ranges between 80.8% and 83.6%. Additional ROC analyses 22 23 suggested that at these cut-off points AUC's were good and ranged between 82.8% and 84.9
25
Test-retest reliability. The test-retest reliability of the CPTCI (n=203) over a two month 
Development and initial validation of the CPTCI-S 33 34
CPTCI items to be included in the short-form were selected based on their item total .
36
It is important to highlight that our reported cut-offs are tentative. We reported a cut-37 38 off range as it was clear from our analysis of the data that there was some variability in the 40 41 ideal cut-off point across sites. In the future, it will be important to replicate the cut-off 42 43 examination in a more homogenous sample, and a range of other samples including children 44 45 that have been involved with disaster/war/abuse. It will also be important to investigate To summarise, these findings add to the growing body of literature indicating trauma- 11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55 Meiser-Stedman, R., Smith, P., Bryant, R., Salmon, K., Yule, W., Dalgleish, T., & Nixon, R. Child Psychology and Psychiatry, 48, [194] [195] [196] [197] [198] [199] [200] [201] 
